a good recovery. On June 10, three weeks later, he became sick and drowsy, and developed optic neuritis with nystagmus to the opposite side. I operated on him the same evening and evacuated a large abscess in the right cerebellar lobe containing 2 oz. of pus. To complicate matters the lateral sinus gave way and haemorrhage was not easy to control owing to the amount of bone alrea.dy removed, and to the protrusion of brain matter. The boy slowly recovered, but the hernia protruded more and more until it reached the size shown in the two photographs exhibited. When pressure was exerted by bandaging, sickness and giddiness followed. The question of shaving off the redundant tissue was entertained but nothing was done, and, as can be now seen, the hernia, which was a very large one, has receded, skinned over, and is flush with the head. The boy is quite well.
This case is the one the exhibitor alluded to at the last meeting of the Section during the discussion on Mr. Mollison's case.'
This case is instructive from other points of view:
(1) The jugular vein was never tied. At the Manchester meeting last J-une several cases of lateral sinus thrombosis were exhibited in which recovery had taken place without the usual ligation of the vein. This shows that although a septic clot exists it does not necessarily extend and cause damage, though undoubtedly it must be safer to tie the jugular as an extra precaution.
(2) Did the abscess originate by direct infection along the track of the first exploration into the cerebellum ? This was dotie with a fine knife and every care taken to prevent infection, but the possibility of this occurring is a very important consideration when pus is spread over the outer surface of the dura mater. It is the practice of the exhibitor not to explore the brain in perisinus suppuration if the bra-in is pulsating, unless, as in this case, there are other reasons to the contrary. Report of pus organism: (a) Films-a few Gram-positive diphtheroid bacilli; (b) cultures-the same organism grown on serum and agar.
DISCUSSION.
Mr. MOLLISON described the sequel to the case of cerebral hernia which he exhibited at the last meeting. The night following the meeting the boy woke up screaming, he was sick occasionally; two days later optic neuritis was present, while previously an expert had found the disks clear. In consultation, a physician agreed there must be some pus in the cranium, probably in the cerebellum, as abscess in the site of a previous cerebral abscess was rare. Operation: Exploration of cerebellum with a narrowknife revealed nothing, neither internal to norposterior to the lateral sinus. He covered that site with gauze, and explored the position of the old cerebral hernia; with forceps he penetrated the thick capsule of an abscess, and let out 2 oz. of very fetid and thick pus, which he felt sure had been there weeks. The cavity, which extended forwards into the frontal lobe, was washed out and a double drainage-tube inserted. Three days later, while being dressed, the boy stopped breathing, but artificial respiration for ten minutes brought him round. Further exploration revealed no further collection of-pus, -and he was now much better, there was less vomiting, and he was taking food well. Right hemiplegia and.aphasia developed, due probably to thrombosis Proceedings, p. 15. of the left middle cerebral artery, so that even if he recovered, his position would be very parlous. No doubt this abscess had been present many weeks and accounted for the hernia. The case showed very beautifully the importance of the superficial abdominal reflex. Two days before operation the right abdominal reflex was much less than the left, and it disappeared the day of operation. Next morning it was present again, and normal. It would be remembered that the importance of the superficial reflexes was em'phasized by Sir Victor Horsley in a paper he read before the Section in January, 1912.1 Another point of interest lay in the fact that though the pus from the abscess flowed over the two exploratory incisions in the cerebellar dura mater no infection followed.
Dr. MILLIGAN said that in such cases the first thing to do was lumbar puncture; it relieved intracranial tension, and probably prevented sudden respiratory paralysis, which was common in cerebellar abscess. These hernias sometimes contained fluid, even pus. He had seen a hernia of the same size containing glairy fluid, possibly from broken-down necrotic brain tissue. It was justifiable to put an aspirator into such hernias. Failing getting anything away, one might keep up continuous lumbar drainage for days, or even weeks. That failing, one could perform a decompression operation.
Mr. JENKINS corroborated what Mr. Mollison said as to the importance of the abdominal reflex. He had a case of meningitis, localized to the left cerebrum, and the right abdominal reflex was totally abolished, the left present.
Dr. DAVIS replied that several times he had perforated the hernia with a Horsley pus-seeker, but nothing came out. The serious feature had been the position of the hernia. He had not used pressure, for when that was done the boy became sick and giddy.
[Addendum.-Dr. Neumann, of Vienna, asked me to record his and Ruttin's tests in this case. I have done so, and the results are as follows:
(1) Is there any spontaneous nystagmus ?-Yes; rotatory to the left.
(2) Result of pressure on the hernia.-Rotatory nystagmus to the left is increased.
(3) Syringing the diseased ear with cold water.-Yes, nystagmus to the left.
(4) During syringing, does pressure on the hernia alter the direction of or the intensity of the nystagmus ?-Yes, it increases the intensity of the nystagmus to the left.
(5) Syringe the sound side (cold water) for one minute; how long does the nystagmus last ?-Horizontal nystagmus to the right for two minutes.
(6) Repeat this again on another day: does the pressure on the hernia alter the character of the nystagmus ?-Yes, the horizontal nystagmus to the right is arrested by pressure on the hernia.
(7) Try BArAny's pointing test with the finger: is there any deviation or not ? (a) " Up and down ? "-Yes, to the right. (b) "Side to side ? "-Accurate.
(8) Does pressure on application of ice to the cerebellar prolapse alter the accuracy of the pointing? (a) " Up and down? "-Yes, increases the inaccuracy to the right. (b) " Side to side ? "-Accurate, no change. MRS. M., aged 33, was admitted to the medical wards under the care of my colleague Dr. Saunders, for violent attacks of giddiness, lasting from two to twelve hours. Medically, nothing could be found to account for this, and as symptoms pointed to the labyrinth as the cause I was asked to see her. The patient has no children, and she has never menstruated. Briefly, she hears nothing in the right ear, though she seemed quite unaware of this. The left ear is normal, and when occluded by Barany's apparatus the patient is quite lost; in other words, the cochlear nerve is functionless, and the vestibular nerve nearly so, for the only reaction obtained is ten minutes after syringing with ice-cold water. There is slow nystagmus on looking to the right and not to the left, as would be expected. The patient, a very intelligent woman, says she is quite well but for these attacks, which commenced in a small way two years ago, but the last few months they have been much worse.
She was advised that the attacks were " biliousness," and she was told to take no notice of them, but this was not an easy thing to do, for she dropped in the street like a log, and her friends thought she was dead.
The exhibitor is of opinion that the disease is due to an implication of the auditory nerve before it enters the internal ear, and that this is probably due to a tumour.
Wassermann test negative.
[Addendum. -December 15, 1912: Since this patient has been treated by ernutin (30 minims, thrice daily), as recommended by Mr. Lake, she has had only two attacks of vertigo in five weeks and the blood-pressure, which was low (118), has been raised to 130 with great and rapid movement.-HI. J. D.] D-22
